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Aging is a complex biological process characterized by physiological and morphological 80 changes that affect muscle mass and strength Miljkovic et al. 2015) , which 81 in turn impact older adults' morbidity and mortality (Ruiz et (Rafii et al. 2016) , and 0.96 and 1.29 g/kg BW/day of older women (>65 y) 138 (Rafii et al. 2015) , respectively. When assessing octogenarian women's requirements, the IAAO 139 method revealed EAR to be 0.85 g/kg BW/day and RDA 1.15 g/kg BW/day (Tang et al. 2014) . 140
Although these values were not so divergent from the IAAO analysis in younger adults, a 141 population-based study (N=2066 community-dwelling individuals aged 70 to 79 years) showed 142 that those consuming 1.2 g of protein/kg BW/day lost lean mass over a 3-year follow-up; 143 however, the loss was 40% lower compared to those consuming 0.8 g of protein/kg BW/day 144 (Houston et al. 2008 ). This result is supported by data from ten healthy ambulatory individuals 145 (55 to 77 years) showing that protein fed at RDA levels for 14 weeks resulted in a decrease of 146 1.7±0.6 cm 2 of mid-tight muscle area (Campbell et al. 2001) . Although the IAAO method 147 demonstrated that ~1.2 to 1.3 g/kg BW/day of protein is needed to achieve a state of nitrogen 148 balance in older adults, longer term studies are needed to confirm whether these values are 149 sufficient to avoid metabolic and physiological accommodation in older adults. 150
As showed above, based on the IAAO method, the estimated RDA for protein is lower in 151 older men (i.e. 1.24 g/kg BW/day) compared to older women (i.e. 1.29 g/kg BW/day) (Rafii et 152 al. 2015 ; Rafii et al. 2016) . These findings are supported by a study assessing sex differences on 153 MPS rate in older adults (n=20, 65 to 85 years) (Smith et al. 2012a ). Basal rate of MPS was 154 ~30% higher in women compared to men, confirming sex-differences in muscle protein turnover 155 with aging (Smith et al. 2012a and physical activity levels) and not based on minimal or optimal levels of intake, as these are 164 distinct for each of these groups. Protein recommendations based on these characteristics are not 165 yet completely defined and research is ongoing. Moreover, the Grading of Recommendations 166 Assessment, Development and Evaluation (GRADE) evidence assessment algorithm should be 167 used to indicate the strength of the recommendation. Work on this area is advancing with new 168 research opportunities that would help the development of future DRIs based on such endpoints 169 (Yetley et al. 2017) . 170
Besides RDA values, protein requirements are also established as AMDR which is 171 expressed as wide range of (10 to 35%) of total energy intake (Institute of Medicine 2005), with 172 no specific value by sex or age group. Using the DRIs predictive equations to estimate 173 individual's energy needs, protein requirements based on the AMDR range can be below or well 174 above the RDA (Figure 2 ) (Institute of Medicine 2005). The discrepancy between these 175 reference values gets even larger when comparing men and women with similar characteristics 176 (Figure 2) . Although the AMDR is a flexible value created to accommodate individual's 177 characteristics, the range is excessively wide and confusing when the RDA is also used to plan 178 nutrient intake. 179
In addition to protein intake recommendations in both absolute and relative amounts, the 180 DRIs suggest high-quality protein sources should be consumed to meet growth, maintenance and 181 repair requirements. Protein quality is determined mainly by its digestibility and amino acid 182 composition, with complete and incomplete proteins briefly characterized by the presence or 183 Table S2 2 ) ( peripheral remodeling through intermittent muscular exercise -PRIME) or standard aerobic 373 exercise training for four weeks, followed by eight weeks of progressive whole-body aerobic and 374
RET. Compared to standard aerobic exercise training, greater improvements in physical fitness 375
and function were observed with the PRIME approach (Allen et al. 2017). These results highlight 376 the importance of incorporating this modality of training in population groups with low 377 cardiorespiratory fitness and reduced physical function, such as older adults and individuals 378 diagnosed with sarcopenia (Allen et al. 2017). Moreover, the PRIME approach can be 379 incorporated in settings other than gyms (e.g. home, public parks, community facilities, etc.) 380 using alternative equipment (e.g. elastic bands, exercise balls, etc.), which might favour older 381 adults' involvement and adherence to RET. D r a f t Table 2 . Key opportunities for improving Canadian physical activity guidelines for older adults 779
Canadian Physical Activity Guidelines should be better disseminated;
Guidelines for older adults should emphasize the importance of RET * and how it should be implemented;
Guidelines should provide detailed information on which RET * should be performed, how often, how much, and how to progress as a strategy to increase involvement and adherence;
Information on the context in which physical activity should occur should be added to the guidelines as it may increase participation rates and would help older adults explore new individualized strategies. 
